This article describes the role states could play in a national effort to measure and monitor the public health safety net. The authors developed a data collection framework using information from five states on two components of the safety net: structure and demand. Because states are the primary vehicle for access expansions and programs to care for the poor, the authors suggest that they be the primary coordinating mechanism for data collection on the safety net. Because the necessary mechanisms for more uniform standards or criteria to evaluate state data collection activities and capacity remain undeveloped, they recommend using existing data to begin building state capacity to measure and monitor the safety net.
A significant portion of the United States population has no insurance or limited access to health care. 1 As a group, the uninsured depend on an array of health care providers who make up what is called the health care "safety net." While no agreed-upon definition of the health care safety net exists, it is often referred to as a loose patchwork of providers ". . . that provides a significant level of health care and other related services to the uninsured, Medicaid and other vulnerable populations." 2 Core health care safety net providers include public hospitals, community health and migrant health centers or clinics, and local health departments. Additional health care safety net providers vary from community to community, and include teaching hospitals, rural health clinics, school-based health centers, Veterans and Indian Health Service facilities, and family planning clinics. Many private clinics and hospitals also provide services to people regardless of their ability to pay. This provider-based charity care is another critical component of the health care safety net.
STRAINS ON THE SAFETY NET
The health care safety net is under considerable strain and financial distress. 2 Contributing factors include the growth of managed care and its use of enrollment caps, the erosion of subsidies used to finance the health care safety net, and increased demand for uncompensated care. 3 The last is particularly problematic given the increasing numbers of uninsured 4 and immigrant populations 5 and the disproportionately limited number of physicians in low-income areas. In addition, there has been a dramatic deterioration of state fiscal conditions over recent years 6 coupled with continuing increases in health care costs. 7 Changes in the general economy also have a significant impact on the need for safety net services as unemployment rises and average income drops, leaving many people vulnerable to losing health insurance coverage. Historically, these circumstances result in reductions in private health insurance that may further strain the safety net. 8 Data that would allow for the systematic monitoring of the effects of these stressors are, for the most part, unavailable. 2 Information is especially lacking on the types of safety net services provided in primary care settings, such as physicians' offices and community health centers. 2 The paucity of research in this area has resulted in recommendations that federal and state government entities enact more formal monitoring of the health care safety net. 2, 5 
MONITORING SAFETY NET CAPACITY
The Institute of Medicine has recommended that there be an effort to improve the nation's "capacity and ability to monitor the changing structure, capacity, and financial stability of the safety net. . . ." 2 Yet the development of a national safety net monitoring system promises to be a difficult endeavor. One barrier is the lack of a precise definition of "safety net." Another is the dramatic variation in the structure and function of health care safety nets across states and across localities. In fact, the National Governors Association describes the safety net as a health care system within each state, rather than a national health care safety net. 9 Significant variation can be found even among communities within a given state; and data collection capacity should take this variation into account. What safety net services seem to have in common, however they are construed, are poorly integrated providers, institutions, financing mechanisms, and special programs. 2 The final challenge may be that the mix of providers and services that comprise the safety net changes over time, driven by the strength of the local economy, the concentration of poor and uninsured individuals, the level of state and local tax dollars devoted to health care, Medicaid policies, and other factors.
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These considerations make it difficult to collect and report robust measures of the strength or frailty of the health care safety net. Nonetheless, a few states have taken on this challenge and their examples provide lessons to state and federal policy makers interested in developing tools to monitor the safety net. This article provides a description of the potential capacity of states to collect data on specific elements of the safety net. The intent is to provide a framework and specific examples of data collection to inform federal and statelevel efforts to define and monitor the safety net.
First, we discuss the variation in current data collection across states, and our decision to focus our analysis on a subset of relatively "sophisticated" states. Second, we describe the different types and sources of state data available. These data include administrative data, regulatory data, budgetary data, and survey data (state-initiated and national surveys) that provide statelevel estimates of health insurance coverage. Third, we offer examples of data collection activities from these states in terms of the structure of the health care safety net and the demand for safety net services. Fourth, we provide our rationale for recommending that any national data collection scheme rely on the states as the coordinating entities to collect and orga-nize data. Finally, we provide our specific recommendations for building capacity to monitor the safety net.
VARIATIONS ACROSS STATES IN CURRENT DATA COLLECTION CAPACITY
It is important to note that states vary significantly in their capacity for data collection; any effort to design and implement a federal initiative will need to be responsive to differences among states. We classified states into three broad categories: (1) sophisticated data states, where there is institutional funding and capacity for the collection and use of data at the state level. These states have built an internal capacity to collect data, produce reports, and use data in policy-making; (2) states that are less sophisticated in data collection, in terms of infrastructure or financial support, but still interested in the collection and use of data. Many of these states rely on outside consultants to provide targeted studies and support when intermittent funding is available; (3) states with limited capacity and limited resources to support a data collection infrastructure. Generally, for states in this category, limited funding may reflect the lack of political interest in collecting data relating to state health care systems. These states rely primarily on the technical information and support systems of their Medicaid agencies, and they have 
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State health professions practice acts, measures of political environment, and public health system infrastructure almost no capacity for additional data collection and analysis.
To better understand state data collection activities related to the health care safety net, we conducted a number of interviews with representatives of a select group of sophisticated data states: Florida, Massachusetts, Rhode Island, Washington, and Wisconsin. These states were chosen to represent a subgroup of states with access to and demonstrated use of data in health care policy development. 11 The intent of these interviews was not to fully describe the universe of state data collection activities, but to highlight the potential for state capacity.
We conducted interviews with state analysts in the fall of 2001 about: (1) their state's role in monitoring the health care safety net; (2) data currently available and collected on an ongoing basis; and (3) existing reports or relevant studies. The questions were designed and organized to reflect two major dimensions of the health care safety net: demand and structure.
Two additional dimensions of the safety net-environment and financial support-were identified in a draft typology developed at a meeting sponsored by the federal Office of the Assistant Secretary for Planning and Evaluation (ASPE) in the U.S. Department of Health and Human Services (see Figure) . Thus, we offer only a partial representation of data available on the safety net. Finally, for state data to be useful at the national level, it should be collected consistently across states to allow cross-state comparisons.
Types and sources of data
Based on our analysis of the data collected in the five states selected, we categorized state data activity into five categories: administrative data, regulatory data, budgetary information, state-initiated survey data, and federally-initiated state survey data. All five states collected structural information pertaining to the number and types of safety net services available. In addition, they all attempted to some extent to estimate the demand for safety net services. Yet, based on our interviews, none of these states have combined these data sources to facilitate a comprehensive look at their health care system and safety net infrastructure.
The table provides examples of state data collection activity on the structure and demand elements of the safety net. Each category is described briefly below, with state-specific examples provided for each. It should be noted that there are some data that overlap between types of data collection activity. For example, administrative data may be part of a regulation requiring submission of cost and utilization data. We have categorized each of our examples based on its primary purpose in terms of monitoring safety net capacity. We have also included a summary of the pros and cons of each data set in its usefulness in measuring safety net capacity over time. Useful data include the following elements: data that are publicly available, collected on a routine basis, include local as well as statewide measurable units, and are valid and reliable, including good data definitions and audited data.
Administrative data. State administrative data include public program enrollment and claims data and typically come from Medicaid, SCHIP, medically needy programs, disproportionate share payments, high-risk pools, and uncompensated care pools. Administrative data are used to monitor the safety net in several ways, including: (1) hospital financial reports to document and monitor trends in hospital provision of charity care, as used in Rhode Island, Massachusetts, and Wisconsin; (2) public program enrollment data to monitor trends in SCHIP, Medicaid and other programs, as used by all five states; (3) utilization and costs data for specific programs, such as Rhode Island's targeted efforts trends in use of public mental health services; and (4) administrative records to track staffing patterns and hours of operation, such as Wisconsin's efforts to document availability of services at community health centers.
Aggregate administrative data, including provider data, are collected on an annual basis, are generally publicly available, and are based on audited financial records. Individual enrollment records for public programs are generally not available; however, aggregated information can be provided at the county or state level.
Administrative data generally follow uniform data definitions and reporting requirements often administered at the state level. Unfortunately, these data requirements are not the same across states. Federal efforts may be required to develop uniform data collection activities to facilitate such reporting. There are at least two examples of data systems that attempt to pool state-and county-level administrative data. One is the Healthcare Cost and Utilization Project (HCUP), a federal-state-industry partnership coordinated by the Agency for Healthcare Research and Quality (AHRQ) to build a standardized, multi-state health data system. 12 The other is the Health Resources and Services Administration's (HRSA) Area Resource File (ARF), which contains more than 7,000 demographic and heath system variables at the county level.
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Regulatory data. States also have access to provider and services data that are collected through state or federally mandated data collection requirements. Examples include data on licensed providers, hospital and nursing home bed capacity, and provider cost reports. Many of these reports are collected by various agencies charged with monitoring growth or bed capacity, or regulating quality and licensing compliance standards. For example, Rhode Island uses its regulatory authority to collect detailed information on mental health providers, including annual budget information, number of employees, and information on clients served. Wisconsin uses state licensing laws to require additional information about providers at the time of license renewal. This permits the state to monitor changes in the number and type of providers and service delivery locations over time. Hospital cost reports are also required by states. Massachusetts and Wisconsin routinely use uncompensated care reports, including cost reports, to facilitate state and local estimates of charity care.
Generally, regulatory data are considered public data, at least at the state level. This information is collected on a routine basis and in a standard format. Again, many of these data are generated through state regulation, with limited ability to compare across states. Regulation based on federal requirements (Medicare cost reports) does foster the provision of comparable data across states. The quality of administrative data Budget information. Data on a variety of programs, including funding for state programs designed specifically to support safety net providers, can often be found in state budget documents. Information to support budget requests often includes the number and type of services available, number of clients served, and average costs. Budget documents may contain detailed information on the subsidies provided to public hospitals or clinics, tobacco settlement dollars allocated to free clinics or children's health insurance programs, state-specific subsidies to uncompensated care pools or high-risk pools, and state-specific funding of public health initiatives, including free mammograms, immunization programs, and other screening and prevention services. For example, Wisconsin and Massachusetts use budget information to monitor their state-subsidized pharmaceutical services as a safety net resource. Massachusetts and Rhode Island use budgetary and administrative data to monitor availability and use of services provided by school-based clinics.
State budget information is generally publicly available and routinely collected as part of the states' legislative budget cycle. The data on program and service budgets may represent a global figure with limited ability to drill down to local distributions. However, short of doing routine surveys of safety net programs, state budget documents may be the only source of data on state support for certain safety net services. While all relevant state budget categories may not be uniform across states, there are several categories that could be used to monitor state financial commitment to safety net providers and services.
State-initiated surveys. Each of the five states in our study has developed its own household survey to estimate demand for safety net services by measuring levels of health insurance coverage, uninsured status, and potential eligibility for public programs. State officials often prefer their own surveys to national surveys because of their ability to tailor questions to unique programs and policy issues. While state-initiated surveys are a valuable source of data and information for state-specific policy purposes, they do not lend themselves to cross-state comparisons.
States have also targeted surveys to other key sources of information, including: Massachusetts' survey of employers to monitor trends in employer-sponsored health insurance coverage, Florida's survey of safety net providers and agencies (described below), and Wisconsin's survey of physician clinics to estimate physician provision of charity care and the use of payment plans or sliding fees for low-income patients.
Florida has one of the most comprehensive survey efforts regarding safety net capacity through its Florida Health Insurance Study (FHIS)-a multi-year, multiproject series of studies undertaken by the Florida Agency for Health Care Administration. The study includes the Local Subsidy Survey of community clinics, programs, and other safety net resources to quantify the amount of uncompensated care provided by health departments, community health programs, volunteer programs, hospital-based clinics, and churchbased clinics. Respondents provide information on services offered and the recipients of those services, as well as information on funding sources for their programs.
State-initiated surveys provide important information to individual states interested in getting more detail on populations and services of interest. But again, there may be a need to initiate common data standards, definitions, and data collection guidelines for these data to be useful from a national perspective. Currently, 36 states conduct their own household surveys on health insurance coverage, with only 12 states using a similar survey tool and no states combining efforts for cross-state comparisons.
14 Yet many state efforts could be used to guide a national data collection scheme. While individual-level survey data are not publicly available, state surveys generally provide the additional sample needed to make local or regional estimates of demand, something lacking in the federal surveys. Several states have collected these data on a routine basis, thus providing important trend information on the nature of state and local health insurance coverage and changes in demand for safety net services. National surveys. National surveys represent an additional source of data useful in measuring states' health care safety nets. These surveys are designed to collect state representative data and publish state estimates of health insurance coverage, health status, and other variables. Because most state-initiated surveys cannot be used to conduct cross-state comparisons, federal survey data are often the only source of data that allow a national state-by-state comparison. States vary in their use of national data that include state-level information. For example, Rhode Island routinely uses data from the Behavioral Risk Factor Surveillance System (BRFSS) to monitor health status and access to care. And while most state analysts were aware of the Current Population Survey (CPS) estimates of health insurance coverage, the states in our study sample relied primarily on their own surveys for monitoring trends in demand for safety net services.
Other potential sources for cross-state comparative data include the Medical Expenditure Panel SurveyInsurance Component (MEPS-IC), which provides estimates of employer-based coverage and take-up rates, 15 and the State and Local Area Integrated Telephone Survey (SLAITS) whose release is anticipated later this year, to provide information on children with special health needs by state. 16 These data sources were used less frequently by the states we reviewed, but could be used for comparable state-level data on safety net capacity.
11
Most of the federal survey data are eventually released as public-use files for development of trend analysis. The main surveys are funded and conducted in a routine manner, with valid and reliable measures of health insurance coverage and use of services. As mentioned earlier, the key issue is that most of the surveys are designed to be nationally representative, and the few surveys with state representation generally have too small a sample at the state level to detect significant change from year to year or to conduct substate analysis by region/county or by race/ethnicity. Surveys such as SLAITS have made an effort to get information for these sub-populations, but this is one of the few federal surveys that does not have a consistent funding base.
COORDINATED STATE DATA EFFORTS
A few states have attempted to coordinate their various data collection efforts specifically around safety net issues. Two state examples illustrate the complexity and level of commitment involved. Oregon has an effort underway to define and monitor its safety net, building upon a process that is state-specific but community-driven. First, stakeholders in Oregon developed a uniform definition of the health care safety net. Then, as part of its HRSA Community Access Project, the Oregon Community Health Information Network (OCHIN) was formed. OCHIN is a jointly owned and operated management services organization that provides practice management, information, and support services to member safety net clinics. Oregon's final step was to work with the state government to develop a state home for safety net issues to further streamline the collection and use of data.
Oregon's process required commitment and input from various levels of government, the community, and providers. It started with the examination of existing resources and was designed to generate support and commitment around assuring access to and delivery of needed health care. Florida undertook a similar process by working with an advisory committee composed of representatives from key stakeholder groups including state government, the University of Florida, the Florida Hospital Association, local health councils, and community health centers, among others, to develop criteria for what types of programs should be identified as part of their health care safety net. Florida used this process to develop its survey of providers, which contributed to its comprehensive look at safety net capacity. For both states, community-building components were essential to developing and implementing a safety net monitoring scheme.
THE STATE ROLE IN MONITORING THE SAFETY NET
The intent of the current investigation was to identify and describe examples of leading state efforts to collect data that could be used to measure and monitor changes in the health care safety net. State program policies include state constitutional and statutory obligations for local governments to provide health care to the poor and underserved so programs emerge at the community level to fill the gaps. Thus, while many of the safety net providers and services are organized at the local community level, state programs and infrastructure clearly play a role in the number and type of providers and services needed to fill the gaps in health care access and service provision. In addition, states' roles in financing and organizing programs to cover the poor, the working poor, children, and their parents continue to increase as the federal government delegates access expansion to the states, as it did with SCHIP. We suggest that any effort to measure and monitor the safety net be coordinated at the state level, so that the data and the resulting analyses are used in the appropriate state policy context. If the data show that part of the safety net is at risk, either in terms of increasing demand or declining numbers of primary care providers, then state policy may direct resources or target new initiatives to those with the greatest need.
A national effort to provide funding explicitly for safety net providers or services will need to be integrated with existing state programs and policies. In addition, efforts to assess and monitor the safety net over time will need to incorporate states as a unit of aggregation to reflect the unique effect of states on community-based activity.
Organizing data collection at the state level will not come without some costs. In the states we reviewed, many agencies and systems were involved in collecting safety net data, but they typically did not share data, information, or a common mission. The data were collected for one purpose (e.g., SCHIP enrollment), but used for another purpose (e.g., safety net monitoring). Organizing states around a uniform effort to collect comparable safety net data would require additional federal funding, support for state infrastructure, and perhaps more importantly, an agreed upon purpose and mission. Part of this process would clearly require standard definitions of measures such as uncompensated care and charity care, along with the need for routinely collected and audited data, at least from the core safety net services. The current process of self-reporting used by many states contributes to wide variation in reporting and difficulty in comparing and contrasting changes in levels of safety net services.
SUMMARY AND RECOMMENDATIONS
There is increasing discussion about the safety net and its role in the U.S. health care system and increasing debate about the adequacy and sufficiency of safety net services. 17 We have outlined key state-level data that potentially could be used in a national data collection scheme to measure and monitor the safety net. Our recommendations encourage the use of state data and policy capacity. While a state-level data collection scheme will not capture all the nuances of local variation in safety net structure, there are some measures that can be collected in a uniform manner to reflect local and regional capacity.
We have addressed two of the components of the safety net-structure and demand. We have not addressed two important, related elements of safety net capacity-environment and support. Clearly, the local provider capacity and public health service infrastructure will have an impact, as will the political and social support systems. We have limited our discussion to the structure and demand components in an effort to focus the discussion and highlight key roles in these areas.
Our recommendations are directed to federal policy makers interested in developing a national data collection system to measure and monitor safety net services. We are suggesting that states be included in the data collection process and that efforts be made to build upon existing infrastructure and data collection capacity. There is clearly additional complexity involved in coordinating 50 states on measurement issues; however, the usefulness of the data to state policy makers will depend on the ability of the data to effectively represent individual state and local needs. By including states, there is a greater opportunity for use of information in a policy context and a greater potential to reduce duplication.
A potentially useful first step in developing a data collection system would be to conduct a more comprehensive review of state data activities across all states, which would include a component to assess whether certain data are more useful or critical than others. This evaluation would involve a careful assessment of what is administratively and fiscally feasible, with a clear delineation of the costs associated with building state capacity. Additional recommendations include:
1. Build on existing state and national data collection efforts that allow for state-level comparisons and work toward increasing funding, improving sample techniques, and distribution of information and analyses to the states. There are several ongoing state and federal surveys measuring different aspects of the safety net providing state-level estimates that allow for comparison across states. 11 Rather than design yet another tool or process, we suggest building on the strengths of existing surveys and data collection already in place.
2. Given the wealth of administrative data available at the state level, we recommend that specific administrative data be identified and a process begun whereby data and information are aggregated to summarize capacity at the national level. HCUP is one example where the federal government has assisted and supported state analysis and use of uniformly collected and state-specific hospital discharge data, allowing for state level comparisons.
3. Any national data collection strategy must focus its efforts on a few select pieces of data that can be easily quantified and collected at the state level. These big-picture elements should then be supplemented with case studies conducted at the local community level that highlight various dimensions of the safety net, including the level of support and environment that may have an impact on health care safety net providers.
4. Fund focused surveys in select states to provide additional in-depth information on the characteristics of the safety net. The National Survey of America's Families (NSAF), administered by the Urban Institute, collects such data across 13 states. This information can be used as a monitoring tool to track both medical and social indicators of need and change in need over time. Surveys such as the NSAF are extremely expensive, but also extremely valuable. 18 Any one state could not fund such a comprehensive survey and sustain it over time, yet the information collected by the states is essential to national estimates and, although limited in numbers, cross-state comparisons.
5. For any initiative at the federal level, we suggest that the process involve state analysts and policy makers at the outset to make sure state and community concerns are represented. Any effort will likely require state support and resources to facilitate data collection; input at the start can help build the required community support. Because states are already pursuing their own data collection schemes, federal analysts can learn from what states are doing and act as catalysts or disseminators of data and information to other states.
6. Be explicit and forthcoming about the goals of data collection and the role of the federal government in this pursuit. States may be less willing to participate if the goal is stated strictly as obtaining information without a specific policy objective in mind. There must be agreed-upon expectations regarding scope and mission of the effort.
Efforts to collect data about the health care safety net are needed. As the number of uninsured continues to increase along with concerns about those with inadequate coverage, safety net providers continue to be an essential component of the U.S. health care system. Yet the development of the safety net, which has occurred in a piecemeal fashion in local communities based on different needs and environmental support, does not lend itself to an easy data collection scheme. We recommend that the state be an organizing entity, that national efforts begin with key indicators that are easily quantified and collected, and that in any national scheme, state and local community variation be acknowledged through an ongoing casestudy approach.
